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The surgical technique they describe reminds us of the approach described by Rienhoff in 1947, modified in order not to divide the thoracoacromial neurovascular bundle laterally and with addition of an operative access port. 2 According to what was described by Chamberlain and colleagues in 1966, the authors resect subperiosteally the third anterior aspect of the third rib then resect also a 1.5-cm segment of the anterolateral fourth rib. 3 At the conclusion of the surgical procedure the authors reconstruct chest wall using a prosthetic mesh (absorbable or not).
According to our experience using lateral muscle-sparing thoracotomy (as described by Noirclerc in 1973), we are able to perform almost all the procedures (including extrapleural pneumonectomy for malignant mesothelioma and lower lobectomy with or without bronchial or vascular reconstructions), with good cosmetic results. 4 The incision is usually 12-14 cm in length for routine surgery, with good cosmetic result (the incision being placed on the lateral thoracic wall, as an ideal prolongation of the submammary sulcus), and prosthetic material is not required at any stage to close our access to the chest cavity.
Prosthetic materials are expensive, they need to be properly placed, thus prolonging operative time, and they may cause adverse effects (especially if nonabsorbable meshes are used).
Our opinion is that use of prosthesis should be limited to chest wall resections and reconstruction when they are necessary.
Moreover, we would like to ask some questions to the authors:
When and how often is it indicated to place the prosthesis? What are the long-term aesthetic results? Have they studied patient satisfaction, especially in the female population?
